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Hospital CEO Designee Form 

 
 
I, _______________________________________________________, certify that I am the  
 (Print:  Name of CEO or ADMINISTRATOR) 
 
CEO/ADMINISTRATOR of   ____________________________________________________ 
      (Print:  Name of Hospital) 
 

______________________________________________________________ 
(Print:  OSHPD Facility ID No.)  

 
 
The following person(s) is authorized to sign, on my behalf, the CCORP Hospital 
Certification Form (OSH-CCORP 416). 
 
Designee Name   Designee Title     Designee Signature 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
 
 
CEO/Administrator Name:  ______________________________________________ 
 
 
CEO/Administrator Signature:  ___________________________________________ 
 
 
Date signed:  __________________________________________________________ 
 
 
RETURN THIS FORM BY FAX TO:  Denise King, CABG Program Data Manager 
      Phone: 916-322-9138    
      Fax:  916-322-9718 
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